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Abstract: 
Emergency healthcare is a high profile component of modern healthcare systems which over the last 
three decades has fundamentally transformed in many countries. However, despite this rapid 
development, and associated investments in service standards, there is a high level of concern with 
the performance of emergency health services relating principally to system wide congestion. The 
factors driving this problem are complex but relate largely to the combined impact of growing 
demand, expanded scope of care and blocked access to inpatient beds. These factors are unlikely to 
disappear in the medium term despite the National Emergency Access Target.  
The aim of this article is to stimulate a conversation about the future design and functioning of 
emergency healthcare systems; examining what we understand about the problem and proposing a 
rationale that may underpin future strategic approaches. This is also an invitation to join the 
conversation. 
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Perspective: Emergency Healthcare of the Future 
Introduction 
As a significant and high profile component of Australia’s health system, Emergency Healthcare 
Systems (EHS) have transformed over the last three decades. However there is a high level of 
professional and community concern relating principally to system wide congestion.  
Congestion is caused by the combined impact of growing demand, increased scope of care and 
blocked access to inpatient beds. With restrained public finances, a range of solutions and strategies 
based on a sound conceptual understanding is required. 
Our aim is to start the conversation about the challenges confronting EHS in the future, and invite 
others to address the elements that may inform a more resilient public policy.  
The Status Quo 
EHS is a relatively new domain characterised by the modernisation of core services such as the 
Emergency Department (ED), ambulance services and patient transfer and retrieval. These 
investments have coincided with system wide changes including the creation of Medicare, and new 
clinical technologies that have enabled the provision of acute healthcare in a disaggregated manner. 
While the clinical outcomes have improved, the centralisation of acute care to the EHS has come at a 
price. The EHS has become increasingly congested which has a deleterious effect on patient 
mortality and morbidity , and staff performance.   
The system challenges include: 
   Demand for EHS continues to increase beyond population growth. Over   % of the Australians 
attend EDs each year and over   % use ambulance services.  Over the last decade, the annual 
utilisation rate of EDs has increased by    % and 3.7% for EDs and ambulance, respectively. ,   
   New health technologies offer improved access to life-saving interventions.  
   Specialisation is concentrating expertise, requiring streaming of patients to definitive care e.g. 
stroke.  
   The current health reform agenda, including National Emergency Access Target (NEAT), Activity 
Based Funding and a performance indicator framework require creative more cost-effective 
solutions.  
   Finally, patients expect more timely and quality services.  
Asplin’s model  considers EHS as a closed system which becomes congested if more goes in than 
comes out. This occurs because of increased demand (input), increased retention (scope and 
capacity) or reduced output (access block).  However, reductionist explanations such as reduced 
access to GPs, inappropriate attendance, chronic disease prevalence, and population ageing, seem 
to be favoured by many commentators.  
   
 
  
We argue that there is no single explanation but rather a range of factors which impact differently as 
cultures, social groups, health systems, and individuals differ. Figure   demonstrates the complex 
interconnectivity of socio-demographic and perceptual factors affecting EHS demand. 
 (Insert Figure 1 about here) 
The illness rate is driven by independent factors including demographic and socioeconomic factors 
including ageing, ethnicity, risk exposure and social norms. This rate is converted into EHS demand 
through the influence of moderating factors including social support, self-efficacy, health beliefs, 
perceived costs and benefits and cues to action. 
Demand is increasing 
There are three peaks in utilisation rates: infants, young adults, and the elderly. The elderly are the 
heaviest users, hence the population ageing explains a proportion of the demand growth. ,    
Demand is also increasing amongst high acuity patients (ATS category 1- ), and in injury and 
poisoning conditions rather than the chronic disease profiles.   
Of particular concern is the tendency to blame the patient, labelling them as “inappropriate users” 
or “GP patients”. ,    Not only is this controversial, but also unrealistic as it puts the onus on patients 
to predict what is wrong with them. The onus is in fact on the health system to provide accessible, 
affordable and quality services that meet those needs.  
There has also been much attention to the “frequent flyers”  These include two broad categories: 
those with chronic and severe illnesses with frequent deteriorations and those seeking care for 
other reasons, e.g. inadequate social support, drug seeking. Most patients attend EDs because they 
perceive that they have an urgent medical problem and that the ED is an appropriate and accessible 
location to receive that care and other options are not convenient, appropriate or accessible.  
Higher utilisation is seen amongst those without regular primary care relationships and also amongst 
those without adequate social support. Also a small proportion (6%)   attend private hospital EDs 
despite 47%   of the population holding private insurance. 
Throughput is more challenging 
The centralisation of acute healthcare has been contributed to by growing specialisation and 
increased technical capacity. Procedures and detailed diagnostics once done in inpatient services or 
by experienced GPs are now done in the ED. 
To improve patient flow, new models of care   have been explored including allied health 
practitioners, Emergency Nurse Practitioner, Clinical Initiatives Nurse, Physician Assistants and ED 
scribes. However, substitution alone will not improve efficiency; avoidance of duplication and 
improved patient flow will.  
Strategies to improve flow by “front end operations” have been trialled. More extended coverage 
and the use of more senior staff at the start of the process of care result in more efficient internal 
   
 
  
allocation of patients to appropriate destinations within or outside the ED including ambulatory 
areas, see-and-treat services, minor injury units and Rapid-Intervention-and-Treatment-Zones.   
Access block 
The principal ED output is the ability to move the patient into inpatient bed or back to the 
community. Inpatient capacity has reduced significantly over recent years. The net effect is that 
utilisation of “inpatient beds” has increased with some hospitals reporting over 100% occupancy.   
Inpatient capacity constraint is the principal driver of Access Block and ambulance ramping.  
Much has been done to increase the efficient use of inpatient capacity including surgical and 
outpatient scheduling, coordinated discharges, improved hospital layout, direct admission policies, 
discharge lounges and nurse led or criteria led discharge protocols. The NEAT is intended to 
recognise the “whole of system” approaches required to address ED congestion. However additional 
hospital capacity is required although it needs to be designed to provide efficient and effective 
access without reducing overall efficiency.  
EHS of the future 
These issues present a challenge to future EHS design, function and coordination. The policy and 
practice changes require a sound evidence base. A more resilient system will alter the manner in 
which clinical services are provided. Confronting these challenges requires a more coordinated 
approach to evidence based policy. 
There is no single solution and those searching for it are destined for disappointment. Rather there is 
a compilation of strategies which together may moderate the future. These strategies may be 
broadly grouped as moderated growth in demand, more efficient throughput and more effective 
access to ongoing care. 
We need to moderate the growth in demand 
This should be done not by indulging in our own version of the “Blame Game” but rather by 
understanding the factors that influence demand and identifying and validating strategies that can 
be shown to moderate future growth. Not by labelling patients with pejorative terms such as 
“inappropriate”, but by developing alternative sources of appropriate healthcare that address their 
needs. 
Strategies aimed at moderating the growth in demand include illness reduction, community care, 
and diversion to alternative services. 
Illness reduction will require improved primary and secondary prevention. Primary prevention 
includes promotion of healthier lifestyles, risk reduction, surveillance and early detection. Secondary 
prevention may involve reengineering of primary healthcare to ensure more integrated and 
accessible care.  
   
 
  
Secondly strategies are required to better sustain patients in their homes when they do fall ill. These 
may include greater reliance on paramedic assessment, home monitoring and home based 
interventions such as hospital in the home, hospital in the nursing home and e-health/tele-health. 
Finally demand reduction may be achievable through diversion of patients to more cost effective 
services including greater use of private hospital EDs, rapid access to pre-booked services such as 
outpatient clinics, integrated primary care services that manage minor emergencies, and community 
based/mobile services.  
Enhanced internal efficiencies 
To improve the throughput of EDs, segmentation of larger departments, altered models of care and 
“front ending” expert assessment may enable fast tracking of patients. Changes to ED functionality 
will drive changes to physical design that facilitates continuous flow of patients. Improved use of 
technology will enable closer monitoring of patients, their status and outcomes. 
Initiatives to improve access to ambulance and its efficiency include system status management (e.g. 
real time deployment of resources), altered models of service (e.g. motorcycle responses) or the use 
of community based first responders. 
Better access to ongoing care 
It is unlikely these initiatives will work unless the problem of Access Block is addressed. Access Block 
is a reflection of inpatient overcrowding which in turn reflects underinvestment in inpatient 
capacity. Each year Australia’s population grows by the size of Canberra’s population  Therefore, the 
health resources should grow at least by that much, just to mark time. We need more inpatient 
capacity, but that capacity needs to be more efficient and effective to ensure the whole system is 
sustainable. New models for medium term care including Express Admission Units, Observation bays 
and Clinical Decision Units can relieve the patient load on the acute assessment teams. More 
efficient ongoing care includes greater use of short stay, medical assessment units, and more 
effective access to outpatient services. Returning patients to their normal place of residence may 
require clever use of technology, social support systems and primary care. 
Conclusion 
EHS in the future must look and operate differently to accommodate the very real challenges. A 
more evidence-based approach is required which should be based on the following strategic 
approaches: 
   A coordinated approach to research and evaluation. More careful analysis and evaluation of the 
effectiveness of models and the provision of that information to inform public policy and 
strategy. There is also a need to identify the factors that may impact on the implementation of 
these initiatives to ensure their sustainability. There is in our view a need for a national 
coordinated approach to EHS research which would provide the evidence in a usable format. 
   
 
  
   We need to identify and implement funding arrangements that create the incentives for more 
efficient practice. Activity based funding encourages activity. New funding models based on 
health outcomes are urgently needed to be designed and validated. 
   Performance management frameworks which measure the important things and use the data to 
drive reform and improve efficiency and effectiveness are required. These must expand on the 
uni-dimensionality of the NEAT’s “four hour rule” with the addition of clinical, outcomes and 
financial indicators. 
Acute healthcare forms a significant component of Australia’s healthcare system. A more cohesive 
and evidence based approach is required in the future to ensure the system is sustainable and that 
clinical and other performance standards may be maintained.  
  
   
 
  
Figure 1:  Integrated Model of Demand for Emergency Health Services    
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